IT appears to me that at the present time the value of the cytological examination of the vaginal smear lies firstly in its use in preliminary diagnosis. Experience gained abroad and in this country shows that the cytological method possesses a considerable degree of accuracy in the diagnosis of carcinoma, and especially of the cervix. Graham (1953), working in Voston, stated that cancer cells were found in 423 of 469 cases of squamous-cell carcinoma of the cervix, an error of 9 7 %. Other workers have claimed similar success and Anderson and his colleagues (1953) in Edinburgh showed an accuracy of 96-4% for cervical cancer. More false negative errors have been made by most workers in the cytological diagnosis of adenocarcinoma of the body, and I think that curettage of the uterus is preferable when carcinoma of the body is suspected.
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Malignant Disease of the Uterus IT appears to me that at the present time the value of the cytological examination of the vaginal smear lies firstly in its use in preliminary diagnosis. Experience gained abroad and in this country shows that the cytological method possesses a considerable degree of accuracy in the diagnosis of carcinoma, and especially of the cervix. Graham (1953) , working in Voston, stated that cancer cells were found in 423 of 469 cases of squamous-cell carcinoma of the cervix, an error of 9 7 %. Other workers have claimed similar success and Anderson and his colleagues (1953) in Edinburgh showed an accuracy of 96-4% for cervical cancer. More false negative errors have been made by most workers in the cytological diagnosis of adenocarcinoma of the body, and I think that curettage of the uterus is preferable when carcinoma of the body is suspected.
In the great majority of cases the diagnosis of cancer of the cervix or of cancer of the body has been made in the past and can be made in the future without cytological examination. It is important, however, that many early and unsuspected cases of cancer have been brought to light by this method. By "unsuspected" cases one means those in which no biopsy would have been taken except for the positive report on the vaginal smear. The majority of such cases have proved to be carcinoma of the cervix and especially of intra-epithelial carcinoma, non-invasive cancer, or carcinoma in situ as this condition has been variously termed. It is the experience of most workers that relatively few cases of unsuspected carcinoma of the endometrium have been found. Anderson and his colleagues (1953) , reporting on 3,000 cases screened for cancer of the cervix in Edinburgh found 33 unsuspected cases-an incidence of 11 -. 19 of those proved to be non-invasive cancer, in only one of which was there any clinical suspicion of malignancy and in which a biopsy would have been done without the positive smear report. Only 1 unsuspected case of cancer of the endometrium was found but the technique employed was specially directed towards the diagnosis of cervical cancer. It is interesting to note that Wachtel and Plester (1952) in London found 7 unsuspected cases of carcinoma of the uterus in smears from 1853 cases; of these, 5 were carcinoma of the body and the other 2 carcinoma of the cervix.
The cytological changes found in squamous-cell carcinoma of the cervix cannot indicate whether it is invasive or non-invasive. In order to decide one must have recourse to biopsy and if necessary employ the method of serial section. It may be difficult, however, and in some cases impossible to decide where to take a biopsy. If a successful biopsy has been accomplished, the question of invasion may be difficult to determine. Such cases have been described as borderline. Furthermore, sometimes the lesion is multifocal in origin. The first case of intra-epithelial carcinoma of the cervix encountered by Dr. K. R. Dempster and myself proved on histological examination to possess three separate foci, one situated at an appreciable distance from the other two. Some gynecologists employ a circular biopsy or conization of the cervix, a method which has been strongly recommended to deal with this difficulty.
Unfortunately it has been found that conization does not always remove the whole of the diseased tissue.
What may eventually happen to these cases of intra-epithelial carcinoma of the cervix is problematical. There is no doubt that many of these cases progress to invasive cancer after a varying interval, sometimes after many years have elapsed. On the other hand, a perusal of the literature (and I would here mention a recent valuable paper by Petersen, 1955) shows that an increasing number of cases which have received no treatment have undergone complete regression. So far as I can ascertain there is no demonstrable histological difference between these two groups. There has been a tendency in many quarters during recent years not to employ the more radical methods of treatment but to adopt, especially in younger patients, a more conservative and watching attitude in the treatment of this condition and to follow it up with repeated biopsies if indicated. It is here that cytology can play an important part. It has been shown that the vaginal smear is extremely accurate in detecting local recurrence in carcinoma of the cervix even before it can be recognized clinically.
Secondly, therefore, the examination of the vaginal smear is of great value as an aid to the observation of the progress of a diagnosed intra-epithelial carcinoma of the cervix when radical treatment is not primarily instituted and in the follow-up of cases of invasive cancer of the cervix treated by irradiation or surgery or both from the outset.
Lastly, it has been claimed that cytological examination of the vaginal smear is a useful guide in prognosis in the treatment of cancer of the cervix by radiation. Certain changes in the non-malignant epithelial cells are brought about by radiation and it is claimed that a rise in the percentage of these benign irradiated cells is of good prognosis. Of this I have little experience. REFERENCES ANDERSON, A. F., GRANT, M. P. S., MCBRYDE, R. M., and COCKBURN, M. K. (1953) 
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We use vaginal cytology whenever the gynecologist thinks it indicated, this is about 1,500 times each year. With relatively few exceptions it is not an isolated investigation but part of a full examination. To help determine its value I have studied the findings in 311 cases of carcinoma of the uterus seen in the five-year period 1950-1954. Carcinoma of the body is not a rare disease nor does it fail to reveal its presence in most cases cytologically. 129 cancers were in the body. 63 of these had pre-operative cytology which suggested or gave the diagnosis in 46, there were 17 "false negatives". 44 women had preliminary biopsy only, and 22 were diagnosed at operation or from the operation specimen. 6 of the recurrences after treatment were first diagnosed cytologically. Although this is an adenocarcinoma we do not see glandular structures in the smears, the cells appear singly or in papillary processes. In the very well-differentiated growths the distinction from endometrial cells can be difficult. This rests on minor degrees of nuclear variation, double nucleated forms, and especially on the presence of mitotic figures which have never been seen in endometrial cells shed naturally. The processes with mitotic figures were obviously alive at the time of collection, I consider them the source of the "seedling implants" which may be found in the cervix, vagina or tubes at a considerable distance from the primary tumour.
182 had carcinoma of the cervix. 116 of these had pre-treatment cytology. The diagnosis was suggested or made in 93, there were 23 "false negatives". In 34 cases there was a preliminary biopsy only, 32 were first proved from the operation specimen. 10 recurrences after treatment were recognized cytologically. These recurrences of the squamous cell carcinomata had not been appreciated before the review was made, probably for two reasons:
(1) The operation specimen after radiotherapy typically shows complete destruction of normal and malignant epithelium in the region, the recurrence or residual disease is at a distance.
(2) Less interest had been taken in them because the cells desquamated are not considered viable and capable -of producing "seedling implants". Cytology is not able to distinguish between an invasive and a pre-invasive carcinoma; it is not always able to distinguish between an adenocarcinoma and a squamous cell growth. 47 cases of carcinoma-in-situ have been studied over a rather longer period. Their average age is 41, the range 28-72 years. For invasive squamous cell carcinomata the average age for 150 cases was found to be 54, and the range 27-83 years. Nearly all observers have shown that the average age of the woman with carcinoma-in-situ is 10 years or so less than the average for those with invasive growths of the cervix. This fact, and direct observation, are the reasons for believing that carcinoma-in-situ may exist for about ten years before giving rise to an invasive tumour. As in cancers elsewhere we are never safe in applying this knowledge of group behaviour to any individual case, it will be noted that the youngest woman with an invasive cancer of the cervix was one year younger than the youngest with a carcinoma-in-situ. If we say that carcinoma-in-situ is not likely to become invasive for ten years we are bothered by not knowing when the ten-year period began. Of the 47 cases 42 had pre-treatment cytology, in 30 it was positive, there were 12 "false negatives". 5 of the false negatives were in the transitional stage of basal hyperplasia to carcinoma-in-situ. 2 cases were in the cervical stump after subtotal hysterectomy. 31 of these women have been treated by hysterectomy, 5 by radium and 11 are under observation. Before giving treatment, especially to the younger women, it is evident that the gynaecologists now require cytology confirmed by histology, or histology confirmed by cytology, often on many occasions. A number of lessons have been learned: (1) Cytology never makes a diagnosis of carcinoma-in-situ, it just indicates the presence of a malignant tumour of some sort.
(2) Biopsy confirmed by cytology only makes the diagnosis of pre-invasive carcinoma a probability; there may be an invasive growth in a part from which the biopsy has not been taken. (3) Especially in its early stages carcinoma-in-situ may be a very small lesion, so small that the cytodiagnosis may be hard to confirm histologically, these are the cases most suitable for observation. Mitotic activity is so prominent in the typical carcinoma-in-situ that it performs its own "concentration test" for the cytologist, if these cells did not desquamate so freely a massive lesion would be produced much more rapidly than it is. (4) Too much attention has been paid to these microscopic lesions and not nearly enough to the commoner extensive form, it is common to find it over most of the cervix and some of the vagina; in a woman aged 70 it covered all the cervix, extended over the senile endometrium to the fundus, and infiltrated beyond the line of division in the vagina so that smears after hysterectomy were still positive. Before operation an attempt should be made to determine the extent of the diseace. (5) Experience indicates that carcinoma-in-situ is appreciably commoner in women who have some reason for attending the gynecologist, e.g. for sterility, than it is in normal women who attend a "cancer prevention clinic". (6) Although pregnancy increases the malignancy of most forms of cancer it does not appear to hasten the transition from the pre-invasive to the invasive form of squamous carcinoma. Provided all facilities are available for observation selected women may be allowed to continue to full term and even allowed a subsequent pregnancy; this is never devoid of risk but with full investigation the risk is so small as to be justified. (7) If conservative operative treatment is given for carcinoma-in-situ raw surfaces should be left to heal by granulation and not epithelialized, this will enable the patient to be followed cytologically. The 40 "false negative" cytodiagnoses have been reviewed. 18 of these are good smears which are quite negative, i.e. 10%. Experience of other cases leaves little doubt that this 10% would have been appreciably less had more than one cytological examination been made. Some false negative reports are, however, unavoidable e.g. one woman with an obvious carcinoma of the endocervix had negative smears on six successive days. Of the remaining 22 cases 13 smears were too scanty for diagnosis, 8 proved to be "suspicious" but far from diagnostic, and 1 was a positive, missed because of good differentiation. Some of the lessons learned about false negative cases are: (1) Because some smears are taken badly about 20 % of the cases of cancer have negative cytology. If all smears were taken well this figure would fall to I0%. If all women with cancer of the uterus had more than one cytological investigation the figure would probably fall to about 5 % but cytological investigation alone will not eliminate all false negatives.
(2) Because cytological investigation preceded histological in the proportion of 7 to 1 these false negatives could have been serious, fortunately this did not prove to be the case because they were mostly recognized quite quickly by other diagnostic methods. (3) If cytological investigations were available to all general practitioners most women with cancer of the uterus would be brought to treatment earlier but the problem of the false negative would become more serious. (4) The notes indicate that infection with Trichomonas vaginalis can be mistaken clinically for cancer, and that a cancer can be overlooked because of this infection. Because we find the cytological method gives 50% more diagnoses than the wet smear, and that the positives are very much more positive, we have abandoned methods other than the stained smear for the diagnosis of Trichomonas vaginalis infection. The experienced observer recognizes this protozoon so quickly and in such vast numbers that there is a risk of an inadequate examination for cancer cells. Fortunately the obvious infection with this parasite only resulted in one woman (aged 39) being treated conservatively (for 13 months) after a cytological diagnosis of cancer had been made. (5) A heavy purulent discharge in a woman aged 57 with pulmonary tuberculosis caused the clinician to doubt the cytological diagnosis of cancer for eleven months before it was proved by biopsy. (6) The greatest cytological difficulty has proved to be the smear which is "too good to be true"; these have mostly been from very welldifferentiated adenocarcinomata, the numerous cell clusters from which resembled either endometrial cells or histiocytes. One such smear came from an unusual small-celled squamous cell carcinoma of the cervix-yet another instance of the danger of attempting to take a cytological diagnosis too far, the smear certainly indicating an adenocarcinoma of the body. (7) Suspicious smears which are not diagnostic can be followed up in the gynacological department without the serious psychological effects sometimes seen in the "cancer prevention clinic". Provided the gynaecologist knows the pathologist is giving very few false positive reports this should be done; in the case of a woman aged 31 there was only one cluster of cancer cells so a definite report was not made, histological confirmation was therefore delayed ten and a half months. False positive reports should not occur, probably a few are inevitable but if they exceed 5 % diagnostic criteria must be reviewed. The most fertile sources of error are histiocytes, squamous metaplasia and endometrial cells. I find that I do not confuse endometrial cells with cancer cells but there is a risk of calling the cells from a well-differentiated adenocarcinoma endometrial cells. It is not difficult to demonstrate the presence or absence of "radiation response" cytologically and histologically. Far too many of these observations have failed to correspond with the findings at radical hysterectomy for me to be satisfied the method is sound. For unknown reasons the sensitivity in some carcinomata varies in different parts, in one there was a good histological "radiation response" near the cavity and peritoneum but not in the central parts.
Conclusions.-(I) Cytology is an essential part of most gynaecological investigations.
(2) To the pathologist it is the most interesting branch of cytology because its value is not confined to the diagnosis of cancer. Cytological investigations are more rewarding and less time-consuming than many investigations regarded as essential in other sections of the general pathological laboratory. (3) Possibly the greatest value of cytodiagnosis is that it can recognize carcinoma-in-situ as easily as advanced invasive cancer in most cases. (4) The occurrence of cancer cells in the smear does not appear to depend on whether the cancer is obvious clinically or not. Hence very few cases of cancer will be missed if both histology and cytology are used; either may be negative but it is improbable that both will be. (5) Vaginal cytology alone is certain to miss about 10% of the cancers of the uterus. Various scrape methods have been introduced to overcome this. We obtain better results by histological processing of superficial cervical curettings removed with a Volkmann's spoon and think this should become a standard diagnostic method. Especially in the young woman complaining of sterility it should be done before thinking of a ring or cone biopsy. (6) UJntil radical treatment is given carcinoma-in-situ must be followed up cytologically. If conservative treatment is given raw surfaces must not be epithelialized so that a cytological follow-up will be possible. (7) There will be very few false-positive cytology reports if the observer is well trained. (8) To assist the training of the cytologist and the complete study of cancer of the uterus the gynecologist should take smears from all cases-not omitting those where the diagnosis is quite obvious without cytology. (9) Some women operated on for very obvious conditions, e.g. fibroids, also have an unsuspected carcinoma, sometimes the operation would have been more extensive had this been known. Routine pre-operative cytology in such cases would be a simple and profitable investigation.
Mr. A. J. Wrigley:
The cytological examination of sputum, urine and other secretions of the body for the presence of cancer cells, has been practised now for at least thirty years. As early as 1927 the late Professor L. S. Dudgeon and C. V. Patrick published a description of their work entitled "A New Method for the Microscopical Diagnosis of Tumours" which was followed shortly by a similar account by Dudgeon and Barrett (1934) of the continuation of this work. In 1932, under the inspiration and supervision of Dudgeon, the method of cytological examination was extended to gynecology and another paper appeared from the St. Thomas's group (Wrigley, 1932) . I mention this because it is widely and inaccurately assumed that the whole credit for the initiation of cytological investigations in the diagnosis of malignant disease originated from the Northern Continent of America.
It is true that as early as 1928 Papanicolaou had discovered cancer cells in the human vaginal smear and that certainly Papanicolaou (1928) and later Ayre (1949) and others were -responsible for the large-scale development and assessment of the smear technique. Nevertheless, equally valuable and similar work was being done in this country certainly parallel, if not taking precedence, to that in America.
For practical purposes, and in this country at any rate, no volume of work on the vaginal smear technique was performed before the end of the war, ten years ago, and for the most part this work was limited to very few centres. The reasons for this were fairly obvious because the obtaining of the specimens, their interpretation by the cytologist, and the methodical recording of results, necessitated a team of workers who were prepared to devote a considerable amount of time to these initial investigations. In addition, it was soon discovered that not every pathologist was a cytologist, and that accurate and knowledgeable observers of the changes in cell structure were few, very few, and far between and that their training was likely to be lengthy and arduous. Nevertheless, such workers can be trained, though from my observations their training is most likely to be successful if it is tackled by a process of prolonged infiltration rather than by the much more popular concentrated course of study in a "Cytological Laboratory".
To-day vaginal smears are being made with varying intensity and enthusiasm in many Section of Obstetrics and Gyncscology different parts of the country. The poor clinician, who is seldom a member of such a team, is rather left to his thoughts, which may be summarized at this point:
(a) How accurate is this method in the diagnosis of cervical and corporeal cancer? (b) Which patients in a hospital out-patient clinic ought to be examined by the smear technique? (c) Of what help is the vaginal smear likely to be to the general practitioner? (d) Can its value be extended to any purpose other than the initial diagnosis of cancer?
(a) The accuracy of the cervical and vaginal smear.-In the last decade a number of mass investigations of the smear technique have been performed in the North American continent and in some instances (Cuyler et al., 1951; Graham and Meigs, 1949; Nieburgs and Pund, 1950; Skapier, 1949b ) tens of thousands of women have been examined. In the majority of such series accuracy of the results by no means varies according to the numbers of patients examined. The statement that the commonest error made in the diagnosis of carcinoma of the cervix is the false positive is repeatedly shown to be correct. Thus Nieburgs and Pund (1950) found this to be so in 21 % of their cases diagnosed as Stage 1 cancer. Kraushaar et al. (1949) discovered 191 cases of cancer out of 5,314 investigated and subsequent biopsy confirmed only 100 of these results. Nevertheless, the smear probably is more accurate than the biopsy in cases of early carcinoma, for Ruth Graham and Joe Meigs (1949) out of 40 cases of proved carcinoma-in-situ demonstrated the smear to be correct in 35 and biopsy in 28. August F. Daro (1953) similarly found that in early cases of cancer of the cervix, the punch biopsy of the cervix had an error of 9 3 % whereas in the smear technique the error was only half, 4-6 %, that figure. When the two methods were combined, and I wil refer to this when we consider our conclusions, the resultant error rate was reduced to 1 -7 %. It is probable that A. F. Anderson and his colleagues (1953) have presented us with the most fair and true picture of the accuracy of the technique when, out of a series of 3,000 cervical smears, they recorded 4 cases of cancer missed out of the first 1,000 patients examined and only 1 case missed out of the next 2,000. They noted only one false positive.
The picture in relation to corporeal carcinoma is entirely different. Anderson et al. (1953) observed that over 50 % of 21 cases of proved cancer of the body of the uterus were missed, and confirmed the opinion of Douglas M. Haynes et al. (1952) and many others. In this type of growth mention must be made of the recent work of E. Lawrence Hecht (1953) whose results with what he terms the aspiration smear seem to be much more encouraging. He records 3 cases in which the technique made an accurate diagnosis, when curettage had already failed to demonstrate the presence of carcinoma.
We may conclude therefore that, given the services of an experienced cytologist, the cervical and vaginal smear technique is remarkably accurate, especially so in the diagnosis of early cases of cancer of the cervix.
(b) The scope of investigations by the smear technique.-If we accept the accuracy of the technique, we may well ask ourselves whether every woman should not be so examined at regular intervals throughout her life, and more frequently during the fifth decade. Such thought far from being original has already been put into practice. Thus A. F. Anderson found entirely unsuspected cancer in 1 -I% of cases which were not entirely unselected. Skapier (1949b) found 30 cases of cancer in 10,000 women examined and this figure probably fairly represents what we may discover in any mass investigation made at any one time.
I would say, in regard to the question of population "screening", that it may be more favourably received in some parts of the world than in others. I would further suggest we ask ourselves whether we would save more lives by the early diagnosis of unsuspected, usually intra-epithelial Stage 0, cancer than we should lose by the smal but inevitable mortality that accompanies hysterectomy. Now is a good time to mention the cost of these mass investigations. This has been variously estimated at $150 (£60) by Nieburgs and Pund (1950) , $357 (£125) by Douglas M. Haynes et al. (1952) and at over £500, I believe, by Stanley Way, per single diagnosis of unsuspected cancer. I am not perturbed by this particular item, for I would believe him to be a brave man who would assess the monetary value of. a mother of a family at £500 or less. There are many other points both for and against such mass investigations, but I think we may summarize by saying that for us in this country the time is not ripe. I would, however, suggest that the routine use of the smear technique in patients with symptoms or signs, both in the Out-patient Clinic and in General Practice, is an entirely different matter. Thus Skapier (1949a) found the incidence of positive smears was 1 in 354 out of 8,000 symptomatic cases examined. In a similar series examined by Graham and Meigs (1949) If we consider results such as these and if in addition we accept that a high degree of accuracy exists in the smear technique for the diagnosis of early cancer of the cervix, the clinician is very naturally confused by the consistently repeated advice that the smear results must be confirmed by biopsy (Lock and Caldwell, 1949; Ayre, 1949; Graham and Meigs, 1949; Greenhill, 1950) and that under no circumstances must definite therapy be undertaken on the basis of the smear alone (Haynes et al., 1952) . The argument is most reasonably put forward in such words as these: "If I find in any patient symptoms or signs that may suggest a possible malignant lesion in the cervix, what is the object of making a vaginal or cervical smear, when in any case, apart from my own judgment, I am advised by the smear enthusiasts that a biopsy must be performed for confirmation? Is it not waste of my time and of the pathologist's time?" This is all very well up to a point, but I am sure that in such selected cases we should continue to use the smear technique as part of our examination for the following reasons: Firstly, our knowledge on this matter is far from complete and we are supplying valuable material for a valuable piece of research into a possible means of early diagnosis of cancer. In the second place, as stated by Ruth Graham and Meigs (1949) "a real advantage of the cytolic method is that the diagnostic accuracy is greater in early than in far advanced carcinomas and that the region examined is not limited in size and location" as is the case of the ring or punch biopsy. These two points are of very great importance as we are always coming across, and more frequently reading of in the experience of others, instances in which the positive smear is followed by a negative biopsy, which when repeated shows the smear to be correct. That no therapeutic action should be taken on the smear report alone I am sure no one will disagree. Therefore, I would advise that there be no diminution in our use of, or enthusiasm for, this method of investigation.
Ayre and others have shown how the Papanicolaou technique can be extended to general practice, and used therein to the greatest possible extent. I believe every practitioner should continue to send to hospital any and every patient in whom, from symptoms or signs, cancer of the cervix might be suspected. There is, however, another and large group of women whose doctor feels that while the ordeal of a visit to the Gynecological Department of a hospital is really not necessary, at the same time wishes that his opinion could be fortified by some confirmatory investigation. I consider this point to be of great importance. The making of a satisfactory smear can be performed by any practitioner with slight instruction and Ayre has shown how it is possible to organize a country-wide service for the examination of these preparations. There is no reason against, and every argument for, a repeated examination at a later date if the doctor remains at all dissatisfied. The last question asks whether the technique can be of use in any respect other than in the diagnosis of malignant disease. Already it has proved most valuable in the estimation of the response to treatment of carcinoma with radium and as a routine investigation in the follow-up of such cases following treatment by surgery or by radiotherapy.
Ruth Graham and Meigs (1949) , Ruth Graham (1951) and John B. Graham and Mesig (1952) have demonstrated these two points and have made the following observations: in the case of a patient who is being treated by means of radium and X-rays regular observations should be made during the period of treatment on the changes in the cell picture and structure. A marked reaction indicates a probable favourable response to the treatment whereas a poor reaction is likely to be followed by no beneficial changes in the tumour. Thus Graham and Meigs (1949) in a study of 73 cases treated by radiotherapy were able to show that examination of the smear picture as an index to prognosis was at least 75 % accurate. Of 37 patients in whom a poor response was noted in this manner only 1 was alive and well at the end of five years, while out of 26 others in whom the response to treatment was good no fewer than 23 were well at the end of the same period. A poor response observed during treatment by radiotherapy might well lead to further consideration as to the advisability of treatment by radical surgery and such a decision made at an earlier date could be greatly to the advantage of the patient.
The presence of malignant cells, demonstrated in smear preparations made three months after the completion of treatment by radiotherapy would be a grave indication that such treatment was unlikely to be successful, while such a finding three months later could be taken that treatment was ineffective. Similarly a positive smear found following surgical removal indicates the failure to eradicate the disease, while if a positive smear is discovered in such a patient following repeated negative findings it can be concluded that the tumour has begun to grow again. These conclusions may appear obvious, but their importance lies in the fact that this cytological method of diagnosing the presence of cancer cells enables the recognition of recurrence long before it becomes obvious clinically. This examination must be an essential at every routine visit in the follow-up of every case of treated cancer. As a result this may lead to a modification of the present line of treatment or to instigation of further and different therapy. It is quite certain that there is scope for additional and valuable work on these matters. I would offer the following conclusions:
(1) We accept the accuracy of the Papanicolaou smear method of diagnosis of early cancer of the cervix.
(2) We are not to-day prepared to advocate the routine examination of all women by this method.
(3) We do not advise the examination of all patients attending gynmcological clinics by this smear technique, except when some special research is contemplated.
(4) We do believe that the examination by the vaginal and cervical smear should continue, and be encouraged, both in gynaecological clinics and in general practice, in all patients who present symptoms or signs of possible early carcinoma of the cervix, and we advise the continuation in all such patients of the old-established methods of diagnosis by biopsy and curettage.
The use of the two methods concurrently must not be regarded as unnecessary and as a waste of time for each would appear to possess advantage over the other under certain circumstances and we have seen that the two combined can greatly diminish the risk of failure to establish the presence of early disease.
(5) Lastly, we recognize that further work can be done by use of the smear technique in respect of the response to treatment by radiotherapy and in the detection of recurrence following any treatment, with an appreciation of the possible benefit this may have on the nature of final or additional therapy.
I should like to plead for an exact definition of the term "cytological pick-up" or as we prefer to call it in Birmingham the "surprise positive smear" which is finally confirmed as having its origin in carcinoma of the uterine body or cervix or carcinoma-in-situ of the cervix. Too often in the literature the term "pick-up" rate is given as "x cases per 1,000" without a clear definition of the quality of the clinical screen through which the patient has passed. We found ourselves in difficulty after our first 800 cases. Vital questions were missing from our original outpatient notes such as reference to post-coital bleeding which, of course, is a very suspicious symptom. Again, too often the description of the cervix was sketchy or incomplete. In order to define exactly what was, in fact, a "pick-up" to be credited to the technique of cytology we found ourselves compelled to design a special set of questions applicable to every out-patient. This had the effect of compelling the clinician to ask certain questions and to record exactly certain observations and finally to compel him to write down clearly at the end of his case-notes whether or not in his opinion the patient had carcinoma of the cervix or uterine body. Added to this, of course, were the notes of patients admitted to hospital for curettage and perhaps a ring biopsy of the cervix. Once again if the clinician failed to make a diagnosis by routine clinical (in-patient) methods a true "pick-up" could be accredited to the cytological technique, provided, of course, reassessment of the case confirmed the fact that the cells described by the cytologist had, in fact, their origin in carcinoma of carcinoma-in-situ.
The problem can be put in another way by asking ourselves how many cases of cancer or carcinoma-in-situ may a clinician expect to miss in his gynaecological practice without cytology. This figure is a very variable one in reports from various centres working in this field and the true interpretation of the "pick-up rate" is often very difficult. A standard definition such as we have outlined might be acceptable to other workers and would certainly make it easy for figures from different centres to be compared. [January 27, 1956] The Place of Myomectomy in the Treatment of Primary Infertility PRESIDENT'S ADDRESS By GERTRUDE DEARNLEY, M.D., F.R.C.O.G.
Introduction.-I am venturing to present a series of cases of abdominal myomectomy done primarily for the cure of infertility.
Myomectomy has for many years been the operation of choice in the removal of myomata for hiemorrhage or other symptoms in patients under 40 years of age. Where a smallish myoma is present in the uterus and causing no symptoms, the general opinion has been that the best course is to do nothing, unless any change in size is observed.
Review of the literature.-There are widely differing opinions as to the part played by myomata in the causation of sub-fertility. Hofmeier (1913) claimed that myomata play no part in the causation of sterility but are merely associated with it as part of a constitutional disease. Olshausen (1898) found an incidence of 30% sterility in 1731 married women with myomata. Douglas (1948) in a study of sterility as related to benign lesions of the uterus and ovary, asks whether sterility is the primary affection with the genesis and development of myoma as a consequence, or whether the two are a common symptom of some hormonal or constitutional disturbance. In his opinion the connexion between the two is still an unsolved problem, but proof that fibroids are sometimes the cause of sterility is apparently seen in women who promptly become pregnant following a myomectomy.
If it is granted that myomata play a significant role in the causation of subfertility, the next questions to be considered are the exact indications and results of operation. One great difficulty in the investigation of this question is that very few of the published statistics take account of the position of the woman as regards age, marital state, and desire to have children. Massabuau and Guibal (1933) , in the course of an extensive review, give some figures which show the great variation which may be expected in the results of myomectomy; these authors record a total of 192 pregnancies following 2,916 myomectomies (6°%). The incomplete nature of most series of cases gives special interest to Goullioud's (1929) figures of 27 pregnancies in 100 women in whom conditions were suitable for conception. Giles (1923) , one of the earliest British advocates of conservative operation, reported two series of cases with a grand total of 49 women who had a chance of conceiving after operation and
